- No.300
. 10,

43

WRITE PLAINLY—USING UNFADING BLACK INK--MAKE A PERMANENT RECORD \_)

THE DIVISION OF HEALTH OF MISSOURI

AILED JUL 11 1950 STANDARD CERTIFICATE OF DEATH siacrn e o35,
BIRTH NO. aes. oisT. wo. D24 __ primsay ree. ovst. wo._ OO09% g oone 129
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoassd lived.’ If inatitation: * residence befors
a. COUNTY Saline *STATE Missouri b CONTY Dkl in, o>
b. %"r;( (I cutclde eorpurate Umite, write RURAL and give c. IiFNhG“l;rii OF) &, Cg’RY (I oytalde carporste limits, write RURAL and give townahip) .
. " } {| i
JurTen  Marshall, TownsHYY| 5" §eaFy| S Senath I35 0
d. FULL NAME OF (f not in bospizal or insshiution, give strect gdd or loggtion) d. STREET ({1f rural, give locatlon)
HOSPITAL OR 1 sSourl State SCROOL |  ADDRESS /
% NAME OF a. (First) b. (Middie) Wi:cl: (Last) 4 1331'__‘5 (Month)  (Dey)  (Year)
(Typeor Print) Otls Leon son pEATH  July 2, 1950
5. SEX 6. COLOR OR RACE | 7. #ARE&EB, gg}rgﬁc ESREIED. e 8. DATE OF BIRTH 9. AGE un ranl v bo P R T——
male 0| White NS oA o] March 22, 1935 B |ter] or | R 5
10a. USUAL OCCUPATION (Givekindof wark | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tate or farelsn couutzr} 12_ CITIZEN OF WHAT
done durinz moat of working life, even If retired) DUSTRY / COUNTRY?
none none Arkansas U.S.A.
13a. FATHER™ S NAME 13b. MOTHER' S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
i_James Otis Wilson JHazel Craft Wilson | none
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" 5
(Yes. no, or unknown) | (It you, xive war or dates of sarvice) NO. ssour JS%MU (I‘?OB ERG C ordgnncss
no none Marshail, Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION . INTERVAL BETWEEN
1. DISEASE OR CONDITION TH
'1‘?::::?:; by and @ | DIRECTLY CEADING TO DEATH? () Pulmonary Tuberculosis do "Rot
—_— “know
*Ths does mot mean | ANTECEDENT CAUSES ow
ihe mode of dying, such |  Morbid conditions, if any, giring DUE TO (b)
- || a# Beart faflure, asthenia, ._rise to the aboce couse (o) sating | e e e . L - . .- .-
de. It means the dis- | h¢ underlying cause last. .
cans, Infury, or complica- DUE TO (c} .
tion which cauaeed death. | 11 OTHER SIGNIFICANT CONDITIONS - i ¢
Conditions contributing to the death but mot C] 2/
related to the discass o7 condition cousing death. 7
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION N - T 20. AUTOPSY?
TION .
. - - YES D NO E
21a. ACCIDENT (Bpacify) 21b. PLACEOF INJURY ta.g. inorabout | 2lc. (CITY. TOWN, OR TOWNSHIP) _ (COUNTY) (STATE)

SUICIDE boma, Inrm, fastory, strest, offios bldg.  eto)
HOMICIDE

Zid. TéﬂE {Month) (Day) (Year) {(Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

. WHILE AT[—] NOT WHILE
INJURY ™ work L] "AT work

z. I hereby L}mf Vthail aliended fhe deceased from =20~1 49194 , lo 7/=2- . ;950 , that I last saw the deceased *
alive on Y VLY ¥, 19 and that death occurred al H ., Jrom the couses and on the dale slated above. 4

2. SIGNATURE . (Degres or tithy | 23b. ADDRES]{ ssourl otate Schoo Lz patesene
" 'fA;M//C /ML OM.DJ . -Marshall, Mo .- IL?-Z-SO

24 BURTAL . CREMA- | 24b. DATE7, \ 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) ,»(State}
TION, REMOVAL (Bppeity) 7/ /._5

M A
DATE REC'D BY‘].%CA_EG-L ) AR'S SIGNATURE” ',___ 3:3
g% 4 (5.5% AL g o |

L (Licensed Embalmer's Stat




RECEIVED 7-v0-s?
DiSTRICT HEALTH OFFICE No. S
Cistrict File Number._...____...
Date Filed . cmmne nnZevl2a 500 ne

STATEMENT BY LICENSED EMBALMER

V
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by e

Student Eadsiser No.

working under my personal supervision.

ST gNed .incccuensnacssssonrsnosannnenens Cesissune
Student Embaimer

Licenzed Embalmer No.a e Sonf o

2

P. O. Address :
Note: - The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND TING. (Failure to :m:@. with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.




